In the decade of the 1 840s the British Army Medical Department (AMD) commissioned 419 assistant surgeons to care for the health of its soldiers. Of this total 75 saw service in the West Indies or West Africa or both, some 18 per cent of those commissioned. For 67 of these officers the dates of their deaths are known. Seven died within less than one year of their commission date and another seven died before their second year of service had ended. More than 20 per cent were dead within two years of commissioning. Of the 61 for whom the place of death is recorded, 18 (almost 30 per cent) died in the West Indies and 13 (over 21 per cent) died in West Africa. The term "white man's grave" was regularly applied to the coast of West Africa during the 1 800s, but service in the West Indies was also dangerous for those assigned to regiments stationed there, especially to the West Indian regiments that, as of 1819, regularly served in West Africa as well. ' Almost 33 per cent of the 67 surgeons of the 1840s would be dead before the fifth anniversary of their commissioning.
THE SAMPLE
From 1840 to 1909 the rolls of Johnston and Drew provide biographical information on 3,639 commissioned army surgeons, an average of 520 per decade, though the impact of the Crimean War in the 1850s with its 911 commissions boosted this from the 455 average of the other six decades,4 By examining the varied data for each officer it is possible to determine most of those who had service time in the West Indies or in West Africa or in both, though the length of service in these regions is frequently impossible to determine. The entries range from a single line, as for "Henry O'Hara, A. S. Staff, 15 Dec. 1840. d. in Jamaica, 27 July 1841", to twenty or more lines for those knighted or otherwise recognized for their exceptional army medical careers, as with Sir Anthony Dickson Home who served with the 3rd West Indian Regiment and in the 1873-74 Ashanti campaign in the Gold Coast of West Africa.
The years from 1840 to 1909 were chosen because dramatic, even revolutionary, changes in Western medicine and to a lesser extent in European imperialism occurred during that time. Medicine moved from humoral to bacteriological explanations of disease, surgery from septic to antiseptic procedures.5 British imperialism changed from an essentially laissez-faire and privately funded search for colonies of profit characteristic of the early 1800s to a more systematic and nationalistic pursuit of colonies, preferably profitable but unprofitable if need be, common by the early 1900s. The scramble for Africa, its beginnings usually associated with the 1880s, often typified this new phase of European imperialism.6
Of the total of 3,639 army surgeons commissioned between 1840 and 1909, 418 or 11.5 per cent saw service in the West Indies or in West Africa (see Table 1 ). The first decade of the 1840s and the final decade of 1900-1909, however, contributed 195 of the 418, over 46 per cent of all surgeons during the seven decades. The 1870s and 1880s were the two decades which contributed the lowest number with a total of only 45 surgeons (over 10 per cent of the 418) having West Indian/West African experience (hereafter often WI/WA). During four years of these decades no surgeons were commissioned.7 The two decades of in the tropics between 1815 and 1914", p. xiii. Specifically, he analyses British and French soldiers in mainly the West Indies, Algeria, and the Madras Presidency of India. One conclusion is that between the early 1800s and 1914, "the typical death rate of European soldiers in the tropics dropped by 90 per cent", p. xvii. While Curtin focuses on enlisted men and says little about mortality among their medical officers, this study tends to confirm, for army doctors with tropical service, a signifcant decline in mortality rates from 1840 to 1909. 4 Commissioned officers in the medical services ofthe British army, 1660 British army, -1960 . ' S. Squire Sprigge, Medicine and the public, London, Heinemann, 1905, p. 13, and Curtin, op. cit., note 3 above, pp. xiii, 1, 80, 104. 6 No generalization about imperialism, even when qualified by nation, can be accurate. British ventures in Asia, for example, were different from those in Africa and from those in the West Indies. Christopher A. Bayly, Imperial meridian: the British empire and the world, 1780 -1830 , London, Longman, 1989 , argues for the growth of a "Second British Empire", with emphasis on the formative years of 1783 to 1830 and on the positive role of government therein. While not ignoring the importance of private business in colonial ventures of the time, he thinks it has received undue emphasis. 7 Parliamentary Papers (hereafter PP), 'Special report from the Select Committee on the Medical Act (1858) Amendment (No. 3) Bill', Cd 320, 1879, p. 274, and Neil Cantlie, A history of the army medical department, 2 vols, Edinburgh, Churchill Livingstone, 1974, vol. 2, pp. 268, 274, 284 . The critical 1870s decade was primarily responsible for the small percentage of army surgeons who served in the WI/WA area. The total number commissioned in that decade was only 220, mainly because of recruiting difficulties but also because surplus surgeons remained from the two earlier decades, especially that of the Crimean War. See Dirom G. Crawford, A history of the Indian Medical Service, 2 vols, London, W. Thacker, 1914, vol. 2, pp. 295, 309. completed and others, with assistance from his wife, saw it through to publication in 1917. Drew's roll is based mainly upon research, by various individuals, in corps records grouped by regiment at the RAMC, supplemented by information from individual service files and from medical officers on active duty in late 1966. With so many variables and imponderables in their compilation, not to mention those of publication, the rolls obviously are not perfect. They do provide, however, the best and most complete data readily available for a prosopographical study of British army surgeons with West Indian/West African service.
THE CONTEXT
To understand this special group of army surgeons, a limited knowledge of British civilian medicine is required. The relations between civilian and military medicine are also important. Finally, the role of the AMD within the army is significant. A brief consideration of these will provide insight into the professional environment of army surgeons with WI/WA service.
Jeanne Peterson begins her fascinating study of the medical profession in the mid-Victorian period by asserting that "reverence for medical science and medical men, a commonplace of the twentieth century, had no part in the thinking of aristocrats or ordinary folk a century earlier".9 Prior to the 1858 Medical Act the organized structure of civilian medicine was "in a state of near-chaos".'0 There were nineteen licensing bodies in the United Kingdom-including the archbishop of Canterbury. As a result some doctors had university degrees, some had only licences, and some had none of these. "Quacks, 'empirics,' and 620, 1847, pp. 107, 114-15, 126, 140, 161-3, 172, 174; and PP, 'Third Press, 1981, pp. vii-viii, 192, 218-19 , pp. 13-14, 86-7, 104, 166, 168, 204-6 ; as he also does in PhYsic (nd fiction, pp. 9-11, see note 9 above. '" For the importance of a liberal education, see Peterson, op. cit., note 9 above, pp. 49-52, 56-60, but especially p. 58 where the editor of the British Medical Jounial is cited as arguing in 1884 that a liberal education would raise a doctor's "status in the eyes of the lay world" and would enable him to enjoy "not only more social privileges but also a higher fee". See also Newman, op. cit., note 9 above, pp. 50-5, especially p. 5 1, where he says "To some third.19 Almost all civilian medical men, however, considered themselves superior to military medical men. "The services had the reputation for not attracting the 'ablest and best students' ".20 The "ablest and best" were usually English students, not Scottish or Irish students whose local degrees were held to be inferior to English degrees until 1858-and even then became comparable only in a legal sense for some.
Despite this disdain and condescension toward military medicine, some doctors were forced into it because of their inability to establish a civilian practice. The British army and navy offered opportunities for a steady salary, as did the East India Company and the Indian army. Prior to 1858 a diploma from the Royal College of Surgeons, or its equivalent from Edinburgh or Dublin, permitted entry into the army medical service. With the 1858 warrant reforms, candidates had to take competitive examinations and have qualifications equal to those of a civilian beginning practice, that is, a licentiate from the Royal College of Physicians plus the RCS diploma-or the equivalent of these.2' These principles of selection were repeated in the 1867 warrant. Once commissioned and after ten years of service, some were able to receive a gratuity or retire on half pay and then begin the delayed civilian practice.22 Interestingly, among the fellows of the Royal College of Surgeons, the elite among surgeons, who had practised prior to 1890, almost 17 per cent had some military service.23 Despite the blending of civilian and military medicine by a minority, a general antipathy toward military medicine persisted throughout the second half of the 1800s. Whereas this was strongest among English medical men during the 1850s and 1860s, by the 1890s it had also spread to many medical schools in Ireland and Scotland. The result was a virtual boycott of the AMD by medical schools.24
The army surgeon, assumed inferior and treated accordingly by his civilian counterpart, found himself also disdained by the army's combat officer. If civilian medicine was struggling to achieve recognition as a distinguished profession from British society, and extent the pressure of a classical education is 'snob' value. It makes its possessor feel superior, and it makes others think him superior". John A. Shepherd, Spencer Wells: the life and work ofa Victorian surgeon, Edinburgh, E. & S. Livingstone, 1965, pp. 2-3, 120, and Sprigge, op. cit., note 9 above, pp. 100-1, also confirm this emphasis.
19 Sir Ralph Bloomfield Bonington, a physician to the wealthy, refers to an eminent surgeon acquaintance in Shaw's The doctor's dilemma with these words: "Walpole has no intellect. A mere surgeon. Wonderful operator; but, after all, what is operating? Only manual labour", Bernard Shaw, op. cit., note 15 above, vol. 1, p. 108. Sprigge, op. cit., note 5 above, p. 253, refers to the continuing "jealousy in the ranks", around 1905, long after the rise of the general practitioner, because there were over twenty ways to enter the medical profession, some more prestigious than others. Loudon, op. cit., note I I above. pp. 24-5, 28, 189-90, on the other hand, asserts that the tripartite division of medicine was not the reality, in "theory and practice", that official legal and government papers indicate, even as early as the second half of the 1700s. See also Newman, op. cit., note 9 above, pp. Press, 1991, vol. 1, p. 13. finding the task difficult, military medicine found "the feudal affectations and aristocratic connections of the army" and its bureaucracy almost totally inimical to any claims of respectability.25 Throughout most of the 1840-1899 period, the army's regular officers "remained skeptical of both curative and preventive medicine and, by inference from the low value placed upon the health of the soldier, minimized the doctor's importance". II above, pp. 34, [199] [200] , while essentially agreeing with Peterson on the social background of medical practitioners, suggests that general practitioners in market towns often enjoyed more social prestige by the mid-1880s than those practising in London and other cities-though even these GPs were sharply criticized by many. 10 above, vol. 4, pp. 5, 8, 11-22, 15-16, 18-19, 29-30 , and Cantlie, op. cit., note 7 above, vol. 2, p. 224. Navy surgeons, for example, could not dine with line officers in the wardroom until 1855 and it was not until 1866 that they were assigned separate cabins-prior to these years they had lived and eaten with the midshipmen. As there were patterns of popularity among the types and number of degrees held, so the locations of the universities and medical schools from which most of the degrees and diplomas were secured varied through the decades (see Table 4 ). In the 1840s 33 of the 38 recorded degrees (some 87 per cent) were from Scottish universities, with only 4 of the 33 4X From its founding in 1860 the AMS had included tropical diseases and their treatment as part of its curriculum. When the government was considering abolishing the school in 1876, the Netley senate argued that subjects were taught there, including tropical medicine, that were taught nowhere else in Britain. See Cantlie, op. cit., note 7 above, vol. 2, pp. 220, 225. The navy, on the other hand, even after the establishment of the London School of Tropical Medicine in 1898, initially refused to allow its surgeons to attend. See Lloyd and Coulter, op. cit., note 10 above, vol. 4, pp. 33-9. being from St Andrews University, which had previously sold medical degrees completely apart from any study or residency. Lankford and others refer to it-and to other universities, for St Andrews had not been alone in the practice-as "notorious degree mills".49 Edinburgh, Aberdeen, and Glasgow universities all offered programmes of study thought by some to be among the best available at the time.50 Scotland remained the foremost producer of medical degrees for WI/WA army surgeons during the 1850s, with over 60 per cent of all recorded degrees, but dropped during the 1860s to 22 per cent, holding around 23 per cent in the 1870s/1880s, and declining again to 17 per cent in the initial decade of the 1900s. Universities and teaching hospitals in Ireland are credited with few of the degrees during the 1840s and 1850s, but by the 1860s they produced almost 17 per cent of identifiable degrees held by WI/WA army surgeons. For the following three decades until the end of the 1890s, they trained around 25 per cent of the surgeons, this percentage dropping to 19 in I go_1909.5-' There were no recorded English degrees until the 1880s when some 13 per cent were so identified, but this percentage jumped to over 46 per cent in the 1890s, primarily in 1898 and 1899. This was due partly to the establishment of the RAMC and partly to the increased number of English medical schools. For these reasons, among others, enlistment became more respectable and profitable for English medical graduates, This percentage fell to less than 14 in 1900-1909, but the origins of 48 per cent of all degrees during that decade were unspecified.
What future did these WI/WA army surgeons face? Was it darker and more dangerous than that faced by surgeons assigned elsewhere in the empire? The data on how each surgeon ended his military medical career reveal certain patterns (see Table 6 ). There were, for example, relatively few resignations from the service, even during the 1840s and 1850s when assignments to specific regiments were being recorded.52 Given the reputation of the West Indies and West Africa for deadly climate, more resignations or transfers might have been expected from officers ordered to the West Indian regiments.53 There were no resignations of a permanent nature from 1861 to 1906, when there were two. There were resignations with half-pay, particularly during the 1850s and 1860s as a result of the Crimean glut of surgeons, but these men were usually re-appointed to full-pay status.54 " Lankford, op. cit., note 2 above, p.68. St Andrews and others, King's College of the University of Aberdeen, for example, received much attention from the parliamentary committees prior to 1858. See PP, Cd 620,1847, op. cit., note 11 above, pp. 141, 145-6, 172; PP, 'First and second reports from the select committee on medical registration and medical law amendment', Cd 210, 1848, pp. 22-3; and PP, Cd 702, 1848, op. cit., note 1 above, pp. 6, 9-10, 300-2, 305-6, 309-12, 316-18. " PP, Cd 620,1847, op. cit., note 11 above, pp. 12,52, 115, 146,150; PP, Cd 702, 1848, op. cit., note 11 above, p.9; and PP, C3259-I, 1882, op. cit., note 46 above, p. 313. A random sample of 2,000 medical practitioners in the 1847 Medical Directory, for example, indicated that some 63 per cent of the known medical degrees were from Scottish universities. Loudon, op. cit., note 11 above, Table 24, p. 220.
S' PP, C3259-I, 1882, op. cit., note 46 above, p. 282, where it is stated that passing the College of Physicians examination in Ireland almost guaranteed that the individual would pass the military medical examination.
52 The last regimental assignments were noted in the rolls in 1861 and were replaced with theatres of service, usually with years served, in 1862. 53 Charles Gerhard Borcherds (no. 4711) was one of those who wanted nothing to do with service in a WIR regiment. Commissioned and assigned to the 1st WIR on 24 June 1842, he resigned on 22 July 1842. Thomas James Holmes (no. 4729) was another who resigned. With an MD from St Andrews, he was commissioned on 27 December 1842 and assigned to the 1st WIR. He resigned on 28 June 1844. 54 The navy may have had a higher level of resignations than the army, quite possibly because of the less favourable conditions under which navy surgeons served until the 1880s. An 1866 parliamentary committee As Table 6 indicates, the most significant trends are found among those who retired and those who died while in service. The percentage of those retiring increased steadily from the 1840s, when almost 27 per cent retired, to the initial decade of the 1900s when almost 82 per cent retired. Almost 35 per cent retired in the 1850s, over 46 per cent in the 1860s, 51 per cent during the 1870s/1880s, and over 68 per cent in the 1890s. As retirement percentages increased, there was a corresponding decrease in service deaths from 60 per cent during the 1840s to 13 per cent during the initial decade of the 1900s. In the 1850s the percentage of deaths was still more than half of all WI/WA surgeons, but by the 1860s there had been a significant drop to 38 per cent, followed by 29 per cent in the 1870s/1880s, and 7 per cent in the 1890s.
It is possible to examine this favourable retirement/death dichotomy in terms of total years of service for all WI/WA surgeons. From 1840 to 1897, 237 surgeons served an average of almost 18 years in the army. Those in the 1840s served an average of 15 years, in the 1850s 18 years, in the 1860s 20 years, and in the 1870s/1880s over 17 years (see Table  3 ). In contrast the 147 who served from 1898 to 1909 averaged almost 25 years in the army. Of the 117 surgeons who retired during the 1840-1897 period, the average service time was almost 23 years; for the 120 who died in service during that period the average was 13 years. Although more surgeons were retiring while fewer were dying during the years from 1840 to 1897, an average differential of 10 service years persisted between the two groups. It is possible that the earlier decades were not as unhealthy as commonly thought, but more probable that the latter decades were not as healthy as often assumed. The average years of service for those who retired were over 23 for the 1840s/1860s and 21 for the 1870s/1880s. For those dying in service the comparable averages ranged from 11 to 16. The overall reported that of 389 applicants who passed the competitive examination during [1856] [1857] [1858] [1859] [1860] [1861] [1862] [1863] [1864] [1865] (180 or 31.5 per cent, had failed the exam), 21 per cent had resigned. Lloyd and Coulter, op. cit., note 10 above, vol. 4, p. 19. stability in the average ages and years of service until 1898 in Table 3 suggests that the benefits of the new scientific medicine and sanitation only became clearly evident around 1900.
For those surgeons who lived long enough to retire, the average ages at time of retirement are steady from 1840 to 1897 by decade, ranging from a high of almost 49 years during the 1840s to a low of almost 46 during the 1860s (see Table 3 ). For the entire period the average age at retirement was almost 47 for the 112 surgeons (42 per cent of all WI/WA surgeons commissioned during the period). For the 1898-1909 period the comparable figures were almost 51 years for 129 surgeons (85 per cent of the sample).55 Again, the data indicate a general and unexpected stability over the years from 1840 to 1897, tending to confirm the pattern found in average years of total service.
When the average age at time of death is examined, stability is again apparent for these years. The average age at death for 175 surgeons (66 per cent of those commissioned) was 49 years (see Table 3 ). The average age for the 1840s was 50, for the 1850s 49, and for the 1860s 51, with a sharp drop to 40 for the 1870s/1880s. In contrast, for [1898] [1899] [1900] [1901] [1902] [1903] [1904] [1905] [1906] [1907] [1908] [1909] 132 surgeons (87 per cent of the sample) lived almost 69 years.56
When average life years from time of commission are examined, improvement is evident from the 1840s to the 1860s, the average years rising from over 22 in the 1840s to over 25 in the 1860s (see Table 3 ). The data for the 1870s/1880s, with a decline to 14.5 years, again appear to be anomalous. Despite this, the marked differences between the 1840-1897 and the 1898-1909 periods persist. Officers assigned to West Indian regiments from 1840 to 1861, at which time the practice of indicating such assignments in the rolls ceased, had higher average years of life from time of commissioning for the 1840s and 1850s than did all WI/WA surgeons. This is surprising given that the regiments during these two decades served exclusively, usually on a rotational basis, in the West Indies and in West Africa. With these regions' reputation for deadliness, a higher attrition rate would seem likely for those serving with West Indian regiments. During the 1840s medical officers in the first three regiments (the first assignment to the 4th WIR was in 1855) lived an average of 30.6 years after receiving their commissions, compared with 22.3 for all surgeons with service in the WI/WA area. For the 1850s the average for WIR surgeons was 26.3 years compared with 23.4 for all surgeons commissioned in that decade. The average years of life following commission vary among the regiments, but for the 76 officers known to have had assignments to WI regiments from 1840 to 1861, the average was 27.6 years.
Where surgeons (59 per cent of the sample) indicates that over 50 per cent of those commissioned during the 1840s died in the West Indies (over 29 per cent) or in West Africa (over 21 per cent) (see Table 7 ). For those commissioned during the 1850s the percentage of WI/WA deaths dropped to over 44, with a further decline to over 38 per cent for surgeons of the 1860s. The percentage of surgeons dying in England, Ireland, and Scotland for these three decades rose, as the percentage of officers living to retirement age increased, from 31 in the 1840s to over 40 in the 1850s and over 45 in the 1860s. The 1870s/1880s again seem anomalous because places of death are known for only 16 of the 45 officers commissioned then. No surgeon died in the WI/WA area during the 1890s and only two did so during the initial decade of the 1900s. For the entire 1840-1909 period, 33 per cent died in the West Indies or in West Africa while over 47 per cent died in the UK, over 34 per cent of whom died in England, the favoured retirement area even for Irish and Scottish army surgeons. elsewhere. For example, 33 per cent of all army surgeons commissioned during the 1860s died before attaining 20 years of service. This percentage was almost 19 during the 1870s, almost 20 in the 1880s, over 13 in the 1890s, and over 16 in the initial decade of the 1 900s.64 For WI/WA surgeons commissioned during the 1840s and 1850s, the percentages for those not attaining 20 years of service were quite high-58 and 49 respectively. Yet for those commissioned during the 1860s the percentage of over 39 compares more favourably with the 33 per cent for the entire AMD. For the remaining three decades of the 1800s, an average of over 25 per cent failed to reach 20 years of service. By the initial decade of the 1900s fewer WIIWA surgeons failed to achieve 20 years of service (over 10 per cent) than did all AMD surgeons combined (over 16 per cent). The decrease in mortality rate for WI/WA army surgeons is particularly noticeable during the first five years of service, as Table 9 indicates. The horrific rate of 33 per cent dying within five years of commissioning for the 1840s had fallen to over 24 per cent for the following decade. It remained high at over 26 per cent during the 1860s, but for the remaining three decades it fell to over 10 per cent. The favourable pattern is also evident in the percentages for the second five years of service: 12 in the 1840s, over 11 in the 1850s, 0 in the 1860s, and 4 for the remaining decades of the 1870s, 1880s, and 1890s.65
As the mortality rate was dropping for WI/WA surgeons with less than 20 years of service from the 1840s on, so the longevity of life following commissioning was increasing for those who lived more than 30 years. Even of those commissioned during the 1840s, over 34 per cent would exceed 30 years of post-commission life. This percentage increased to almost 38 for the 1850s and to over 43 for the 1860s. The combined percentage for 1870-1899 was over 59 and that for [1900] [1901] [1902] [1903] [1904] [1905] [1906] [1907] [1908] [1909] 
